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APPLICATION FOR EXEMPTION PERMIT
SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects. [ 0{‘ rena
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Facility/Project Identification

Facility Name: Midwest Medical Center

Street Address: One Medical Center Drive

City and Zip Code: Galena, IL 61036

County: Jo Daviess Health Service Area: | Health Planning Area: B-2

Applicant(s) [Provide for each applicant (refer fo Part 1130. 220)]

Exact Legal Name: Midwest Medical Foundation

Street Address: One Medical Center Drive

City and Zip Code: Galena 61036

Name of Registered Agent. Stephen T. Moore

Registered Agent Street Address: 100 Park Avenue

Registered Agent City and Zip Code: Rockford, IL 61101

Name of Chief Executive Officer Tracy Bauer

CEOQ Street Address: 1 Medical Center Drive

CEO City and Zip Code Galena, IL 61036

CEOQ Telephone Number: 815-776-7266

Type of Ownership of Applicants

X Non-profit Corporation ] Partnership
] For-profit Corporation ] Governmental
] Limited Liability Company 1 Sole Proprietorship 1 Other

o Corporations and limited liability companies must provide an lllinois certificate of good

standing.
o Partnerships must provide the name of the state in which they are organized and the name and

address of each partner specifying whether each is a general or iimited partner.
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Primary Contact [Person to receive ALL correspondence or inquiries]

Name: Tracy Bauer

Title: CEQ

Company Name: Midwest Medical Center

Address: One Medical Center Drive

Telephone Number: 815-776-7266

E-mail Address: tbaver@midwestmedicalcenter.org

Fax Number: 815-777-2560

Additional Contact [Person who is also authorized to discuss the application for
exemption permit]

Name: Marie Wamsley

Title: CFO




Company Name: Midwest Medical Center

Address: One Medical Center Drive

Telephone Number: 815-776-7277

E-mail Address: MWamsley@midwestmedicalcenter.org
Fax Number: 815-777-2560 |




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR EXEMPTION PERMIT

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION

This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Midwest Medical Center

Street Address: One Medical Center Drive

City and Zip Code: Galena, IL 61036

County: Jo Daviess Health Service Area: | Health Planning Area: B-2

Applicant(s) [Provide for each applicant (refer to Part 1130.220)]

Exact Legal Name: Midwest Medical Center

Street Address: One Medical Center Drive

City and Zip Code: Galena 61036

Name of Regjistered Agent. Stephen T. Moore

Registered Agent Street Address: 100 Park Avenue

Registered Agent City and Zip Code: Rockford, L 61101

Name of Chief Executive Officer Tracy Bauer

CEQ Street Address: 1 Medical Center Drive

CEQ City and Zip Code Galena, IL 61036

CEQ Telephane Number: 815-776-7266

Type of Ownership of Applicants

X Non-profit Corporation ] Partnership
[ For-profit Corporation (] Governmental
(M| Limited Liability Company [ Sole Proprietorship [} Other

o Corporations and limited liability companies must provide an lliinois certificate of good

standing.
o Partnerships must provide the name of the state in which they are organized and the name and

address of each partner specifying whether each is a general or limited pariner.
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Primary Contact [Person to receive ALL comespondence or inquiries]

Name: Tracy Bauer

Title: CEQ

Company Name: Midwest Medical Center

Address: One Medical Center Drive

Telephone Number; 815-776-7266

E-maii Address: tbauer@midwestmedicalcenter.org

Fax Number: 815-777-2560

Additional Contact [Person who is also authorized to discuss the application for
exemption permit]

Name: Marie Wamsley

Title: CFO




Company Name: Midwest Medical Center

Address: One Medical Center Drive

Telephone Number: 815-776-7277

E-mail Address; MWamsley@midwestmedicalcenter.org

Fax Number: 815-777-2560




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR EXEMPTION PERMIT

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Midwest Medical Center

Street Address: One Medical Center Drive

City and Zip Code: Galena, IL 61036

County: Jo Daviess Health Service Area: | Health Planning Area: B-2

Applicant(s) [Provide for each applicant (refer to Part 1130.220)]

Exact Legal Name: MMC Health System

Street Address: One Medical Center Drive

City and Zip Code; Galena 61036

Name of Registered Agent. Stephen T. Moore

Registered Agent Street Address: 100 Park Avenue

Registered Agent City and Zip Code: Rockford, IL 61101

Name of Chief Executive Officer Tracy Bauer

CEO Street Address: 1 Medical Center Drive

CEQ City and Zip Code Galena, IL 61036

CEC Telephone Number; 815-776-7266

Type of Ownership of Applicants

4] Non-profit Corporation | Partnership
| For-profit Corporation | Governmental
] Limited Liability Company M Sole Proprietorship [I Other

o Corporations and limited liability companies must provide an lllinois certificate of good

standing.
o Partnerships must provide the name of the state in which they are organized and the name and

address of each partner specifying whether each is a general or limited partner.
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Primary Contact [Person to receive ALL correspondence or inguiries]

Name: Tracy Bauer

Title; CEO

Company Name: Midwest Medical Center

Address: One Medical Center Drive

Telephone Number. 815-776-7266

E-mall Address: thauer@midwestmedicalcenter.org

Fax Number: 815-777-2560

Additional Contact [Person who is also authorized to discuss the application for
exemption permit]

Name: Marie Wamsley

Title: CFO




Company Name: Midwest Medical Center

Address: One Medical Center Drive

Telephone Number: 815-776-7277

E-mall Address: MWamsley@midwestmedicalcenter.org

Fax Number; 815-777-2560




Post Exemption Permit Contact
[Person to receive all correspondence subsequent to permit issuance-THIS PERSON

MUST BE EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS DEFINED
AT 20 ILCS 3960]

Name: Tracy Bauer

Title: CEQ

Company Name: Midwest Medical Center

Address; One Medical Center Drive

Telephone Number. 815-776-7266

E-mail Address: tbauer@midwestmedicaicenter.org
Fax Number; 815-777-2560

Site Ownership

[Provide this information for each applicable site]

Exact Legal Name of Site Owner. Midwest Medical Center

Address of Site Owner: One Medical Center Drive, Galena, IL 61036

Street Address or Legal Description of the Site: One Medical Center Drive, Galena, IL 61036

Proof of ownership or control of the site is to be provided as Attachment 2. Examples of proof of
ownership are property tax statements, tax assessor’s documentation, deed, notarized statement
of the corporation attesting to ownership, an option to lease, a letter of intent to lease, or a lease.

| APPEND DOCUMENTATION AS ATTACHMENT 2, IN NUMERIC SEQUENTIAL ORDER AFTER THE
LAST RAGE OF THE'ARPLICATIONFORM.T* 7~ . .0 "0 “oals e " o ol el o

Operating ldentity/Licensee

[Provide this information for each applicable facility and insert after this page.]
Exact Legal Name: Midwest Medical Center

Address: One Medical Center Drive, Galena, IL 61036

K Non-profit Corporation LJ Partnership
L] For-profit Corporation [ Govemmental
LJ Limited Liability Company LJ Sole Proprietorship L] Other

Corporations and limited liability companies must provide an lliinois Certificate of Good Standing.
Partnerships must provide the name of the state in which organized and the name and address of
each partner specifying whether each is a general or limited partner.

o Persons with 5 percent or greater interest in the licensee must be identified with the % of

ownership

Organizational Relationships
Provide (for each applicant) an organizational chart containing the name and relationship of any person or

entity who is related (as defined in Part 1130.140). If the related person or entity is participating in the
development or funding of the project, describe the Interest and the amount and type of any financial

contribution. - ——
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| ABPEND DOCUMENTATION. AS-ATTACHMENT 4, IN NUMERIC SEQUENTIAL ORDER-AFTER THE
'L AST PAGE OF THE APPLICATIONFORM: . .0 o ooewil




Flood Plain Requirements
[Refer to application instructions.]

Provide documentation that the project complies with the requirements of lllinois Executive Order #2006-5
pertaining to construction activities in special flood hazard areas. As part of the flood plain requirements,
please provide a map of the proposed project location showing any identified floodplain areas. Floodplain
maps can be printed at www.FEMA.gov or www.illinoisfloodmaps.org. This map must be in a
readable format. In addition, please provide a statement attesting that the project complies with the
requirements of lllinois Executive Order #2006-5 (http:{/ www.illinois, gov/sites/hfsib).

APPEND DOGUMENTATION AS ATTACHMENT §, IN NUMERIC SEQUENTIAL ORDER AFTER THE
LAST PAGE OF THE APPLICATION FORM. )

Historic Resources Preservation Act Requirements

[Refer to application instructions.]
Provide documentation regarding compliance with the requirements of the Historic Resources

Preservation Act.

APPEND DOGUMENTATION AS ATTACHMENT 6, IN NUMERIC SEQUENTIAL ORDER AFTER THE
LAST PAGE OF THE APPLICATION FORM. L )

DESCRIPTION OF PROJECT

1. Project Classlfication
[Check those applicable - refer to Part 1110.40 and Part 1120.20(b)]

Part 1110 Classification:
] Change of Ownership

O Discontinuation of an Existing Health Care Facility
ar of a category of service

(W Establishment or expansion of 2 necnatal intensive
care or beds




2, Narrative Description

In the space below, provide a brief narrative description of the project. Explain WHAT is to be done in
State Board defined terms, NOT WHY it is being done. If the project site does NOT have a street
address, include a legal description of the site. Include the rationale regarding the project's classification
as substantive or non-substantive.

Midwest Medical Foundation (the “Foundation”), is an Illinois not for profit corporation, exempt
under IRC § 501(c)(3). MMC Health System (the “System”) is the sole member of the
Foundation and of Midwest Medical Center ("MMC"), an Illinois not for profit corporation,
exempt under IRC § 501(c)(3), which owns and operates a licensed critical access hospital, two
rural health clinics, assisted living facilities and a licensed skilled nursing facility. The System

has no assets or liabilities.

The Foundation is seeking funds through the USDA Rural Development Community F acilities
Loan Program ("USDA Program") which will be used to finance the costs of construction of an
additional road/entrance to the MMC campus (the cost of which is well below the capital
expenditure threshold published by the Board), and the refinance of existing bonded
indebtedness of the System, Foundation and MMC. In order to satisfy the USDA Program
requirements, the Foundation, System and MMC will reorganize.

This application secks an exemption for a Change in Ownership Among Related Persons by a
change in membership of MMC, whereby the Foundation will become the sole member of MMC
and the System will dissolve. There are no other changes being proposed that would otherwise
require a permit or exemption under the Act.

Pursuant to Section 1110.40 of the Illinois Administrative Code, this project is considered "non-
substantive" because it involves only the substitution of membership of MMC, and does not
involve the establishment or discontinuation of any category of service, does not impact bed
capacity and otherwise does not involve construction or modification classified as substantive or

emergency under the Board's rules.




Project Costs and Sources of Funds (Neonatal Intensive Care Services only)

Complete the foliowing table listing all costs (refer to Part 1120.110) associated with the project. When a

project or any component of a project is to be accomplished by lease, donation, gift, or other means, the
fair market or dollar value (refer to Part 1130.140) of the component must be inciuded in the estimated
project cost. If the project contains non-reviewable components that are not related to the provision of
health care, complete the second column of the table below. Note, the use and sources of funds must be

equal.

Project Costs and Sources of Funds
USE OF FUNDS CLINICAL NONCLINICAL TOTAL

Preplanning Costs
Site Survey and Soil Investigation

Site Preparation
Off Site Work
New Construction Contracts

Modernization Contracts

Contingencies
Architectural/Engineering Fees
Consulting and Other Fees

Movabie or Other Equipment {not in construction
contracts)

Bond Issuance Expense (project related)

Net Interest Expense During Construction (project
related)

Fair Market Value of Leased Space or Equipment
Other Costs To Be Capitalized

Acquisition of Building or Other Property (excluding
land)

TOTAL USES OF FUNDS
SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL

Cash and Securities

Pledges
Gifts and Bequests
Bond Issues (project related)

Morigages

Leases (fair rnarket value)
Governmental Appropriations
Grants

Other Funds and Sources

10




Related Project Costs
Provide the following information, as applicable, with respect to any land related to

the project that will be or has been acquired during the last two calendar years:

Land acquisition is related to project []ves No
Purchase Price:  §
Fair Market Value: $

The project involves the establishment of a new facility or a new category of service

L] Yes B No

If yes, provide the dollar amount of all non-capitalized operating start-up costs (including operating deficits
through the first full fiscal year when the project achieves or exceeds the target utilization specified in Part

1100.

Estimated start-up costs and operating deficit cost is $

Project Status and Completion Schedules
For facilities in which prior permits have heen issued please provide the permit numbers.
indicate the stage of the project’s architectural drawings:

None or not applicable [] Preliminary
[ 1 Schematics [ ] Final Working

Anticipated project completion date (refer to Part 1130.140): Upon approval by HFSRB

Indicate the following with respect to project expenditures or to financial commitments (refer to Part
1130.140):

[1 Purchase orders, leases or contracts pertaining to the project have been executed. []
Financial commitment is contingent upon permit issuance. Provide a copy of the contingent
“certification of financial commitment™ document, highlighting any language related to CON
Contingencies

I:] anancsal Comm;tment waII occur after permlt issuanc

R R

State Agency Submittals [Section 1130.620(c}]
Are the following submittals up to date as applicable:
Cancer Registry
] APORS
All formal document requests such as IDPH Questionnaires and Annual Bed Reports been
submitted
B<J Al reports regarding outstanding permits
Failure to be up to date with these requirements will result in the application for permit being

deemed incomplete,

11




CERTIFICATION
The Application must be signed by the authorized representatives of the applicant entity. Authorized
representatives are:

o inthe case of a corporation, any twa of its officers or members of its Board of Directors;

o in the case of a limited liability company, any two of its managers or members (ar the sole
manager or member when two or more managers or members do not exist);

o inthe case of a partnership, two of its general partners (or the sole general partner, when two or
more general partners do not exist);

o in the case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more
beneficiaries do not exist); and

o in the case of a sole proprietor, the individual that is the proprietor.

This Application is filed on the behalf of Midwest Medical Foundation*

in accordance with the requirements and procedures of the lilinois Heaith Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this Application on
behalf of the applicant entity. The undersigned further certifies that the data and information
provided herein, and appended hereto, are compl correct to the his or her
knowledge and belief. The undersigned als Tiifies that the fee required for this application is

@ SIGNATURE é
oxi \ N

SIGNATURE

Trasy Poutr

& R
PRINTEDXNAME PRINTED NAME ==
CEO \3 U Q)N:u(
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:
Subsc ibg and sworn to before me Subscribed and sworn to before me
this % [>*day of _ KU S this 4% day of

ighattire of Notary

Seal

OFFICIAL SEAL

KRISTEN PATTERSON
NOTARY PUBLIC, STATE

My Commission Expires Oct 20, 2019

12




CERTIFICATION

The Application must be signed by the authorized representatives of the applicant entity. Authorized

representatives are:

o in the case of a corporation, any two of its officers or members of its Board of Directors;

o in the case of a limited liability company, any two of its managers or members (or the sole
manager or member when two or more managers or members do not exist);

o in the case of a partnership, two of its general pariners (or the sole general partner, when two or

more general partners do not exist),

o in the case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more

beneficiaries do not exist); and

o inthe case of a sole proprietor, the individual that is the proprietor.

This Application is filed on the behalf of Midwest Medical Center*

in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
The undersigned cettifies that he or she has the authority to execute and file this Application on
behalf of the applicant entity. The undersigned further certifies that the data and information
provided herein, and appended hereto, are complete and correct to the best of his or her

knowiedge and belief. The undersigned aiso certifiesthat the'Tee

sent herewith or will be paid upon reques

aequired for this application is

SIGNATURE

Tracy Bausr ‘
PRINTEDNAME PRINTED NAME %

cco \}.c-o O
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:
Subscriggd and swom o before me Subsgib d and swofn to before me
this A" day of Jmslr this %(5* day of AnS
Sidnature of Notary

Seal

OFFICIAL SEAL
KRISTEN PATTERSON

NOTARY PUBLIC, STATE OF ILLINOIS

LINoIS

My Commission éxpires Oct 20, 2019

ssion Expires Oct 20, 2019

13




CERTIFICATION

The Application must be signed by the authorized representatives of the applicant entity. Authorized
representatives are:

o inthe case of a corporation, any two of its officers or members of its Board of Directors;

o in the case of a limited liability company, any two of its managers or members (or the sole
manager or member when two or more managers of members do not exist);

o in the case of a partnership, two of its general partners (or the sole general partner, when two or
more general partners do not exist);

o inthe case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more
beneficiaries do not exist); and

o in the case of a sole proprietor, the individual that is the proprietor.

This Application is filed on the behalf of MMC Health System*

in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this Application on
behalf of the applicant entity. The undersigned further certifies that the data and information
provided herein, and appended hereto, are complete and correct to the best of his or her
knowledge and belief. The undersigned also certifies that the fee required for this application is
sent herewith or will be paid upon reques

SIGNATURE”
(N

Traes Boiwr ]
PRINTED NAME FARE
PRINTED TITLE PRIN E
Notarization: Notarization:
Subscribed and sworn to before me Subscribed and sworp to before me
this 15% day of ngus } this 3 (%' dayof N Bust
Signature of Notary 5£gnature of Notary

1T :
OFFICGIAL SEA

Seal

OFFICIAL SAL
KRISTEN PATTERSON

PUBLIC, STATE OF ILLINOIS
My Commission Expires Oct 20, 2019




SECTION lll. BACKGROUND, PURPOSE OF THE PROJECT, AND ALTERNATIVES

- INFORMATION REQUIREMENTS

This Section is applicable to all projects except those that are solely for discontinuation
with no project costs.

Background
READ THE REVIEW CRITERION and provide the following required information:

BACKGROUND OF APPLICANT

1.

A listing of all health care facilities owned or operated by the applicant, including licensing, and
certification if applicable.

A certified listing of any adverse action taken against any facility owned and/for operated by the
applicant during the three years prior to the filing of the application.

Authorization permitting HFSRB and DPH access to any documents necessary to verify the
information submitted, including, but not limited to: official records of DPH or other State
agencies; the licensing or certification records of other states, when applicable; and the records of
nationally recognized accreditation organizations. Failure to provide such authorization shall
constitute an abandonment or withdrawa! of the application without any further action by

HFSRB.

If, during a given calendar year, an applicant submits more than one application for permit, the
documentation provided with the prior applications may be utilized to fulfill the information
requirements of this criterion. In such instances, the applicant shall attest that the information
was previously provided, cite the project number of the prior application, and certify that no
changes have occurred regarding the information that has been previously provided. The
applicant is able to submit amendments to previously submitted information, as needed, to
update and/or clarify data.

APPEND DOCUMENTATION AS ATTACHMENT 11, IN NUMERIC SEQUENTIAL ORDER AFTER THE
LAST PAGE OF THE APPLICATION FORM. EACH ITEM (1-4) MUST BE IDENTIFIED IN
ATTACHMENT 11.

Criterion 1110.230 — Purpose of the Project, and Alternatives (Not applicable to
Change of Ownership) — N/A, as this application involves only a Change of Ownership

PURPOSE OF PROJECT

1.

Document that the project will provide heaith services that improve the health care or weil-being
of the market area population to be served.

Define the planning area or market area, or other relevant area, per the applicant’s definition.

Identify the existing problems or issues that need to be addressed as applicable and appropriate
for the project.

Cite the sources of the documentation.

Detail how the project will address or improve the previously referenced issues, as well as the

15




population’s health status and well-being.

6. Provide goals with quantified and measurable objectives, with specific timeframes that relate to
achieving the stated goals as appropriate.

For projects involving modernization, describe the conditions being upgraded, if any. For facility projects,
include statements of the age and condition of the project site, as well as regulatory citations, if any. For
equipment being replaced, include repair and maintenance records.

TPufpose of the Project

NOTE nation regardin ‘will be included in the State Board.” *
,Rép%.'t ‘“‘a.—-%:-' -'-1‘ W - ol sy h ,?r_,,‘._.,.,..‘, e
:APPEND DOCUMENTATION-AS

“ ATTACHMENT. 12, IN NUM

' THE CAST-PAGE OF. THE APPLICATION:FORM! EACH ITEM (1 DN -
\ATTACHMENT A2, .0, Larltenionyt, »0 -0 S :
ALTERNATIVES

1) Identify ALL of the aiternatives to the proposed project:
Alternative options must include:
A) Proposing a project of greater or lesser scope and cost;
B) Pursuing a joint venture or similar arrangement with one or more
providers or entities to meet alt or a portion of the project's intended

purposes; developing alternative settings to meet all or a portion of the
project's intended purposes;

C) Utilizing other heaith care resources that are available to serve all or a
portion of the population proposed to be served by the project; and
D) Provide the reasons why the chosen alternative was selected.
2) Documentation shall consist of a comparison of the project to alternative options.

The comparison shall address issues of total costs, patient access, quality and
financial benefits in both the short-term (within one to three years after project
completion) and long-term. This may vary by project or situation. FOR EVERY
ALTERNATIVE IDENTIFIED, THE TOTAL PROJECT COST AND THE
REASONS WHY THE ALTERNATIVE WAS REJECTED MUST BE PROVIDED.

3) The applicant shall provide empirical evidence, Including quantified outcome data
that verifies improved quality of care, as available.

RS e o AR S WOEE S
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APPEND DOCUMENTATION'AS ATTACHMENT 13, IN NUMERIC SEQUENTIAL ORDERAFTER
" THE LAST PAGE OF THE APPLICATION FORM: R




SECTION V. CHANGE OF OWNERSHIP (CHOW)

1130.520 Requirements for Exemptions Involving the Change of Ownership of a

Health Care Facility

1.

Prior to acquiring or entering into a contract to acquire an existing health care facility, a
person shall submit an application for exemption to HFSRB, submit the required
application-processing fee (see Section 1130.230) and receive approval from HFSRB.

If the transaction is not completed according to the key terms submitted in the exemption

application, a new application is required.

READ the applicable review criteria outlined below and submit the requlired

documentation {key terms} for the criteria:

APPLICABLE REVIEW CRITERIA

CHOwW

1130.520(b)(1)(A) - Names of the parties

X

1130.520(b)(1)(B) - Background of the parties, which shall
include proof that the applicant is fit, willing, able, and has the
qualifications, background and character to adequately provide a
proper standard of health service for the community by certifying
that no adverse action has been taken against the applicant by
the federal govemment, licensing or certifying bodies, or any
other agency of the State of lllinois against any health care
facility owned or operated by the applicant, directly or indirectly,
within three years preceding the filing of the application.

X

1130.520(b)(1)(C) - Structure of the transaction

1130.520(b)(1)(D) - Name of the person who will be licensed or
certified entity after the transaction

1130.520(b)(1)(E) - List of the ownership or membership
interests in such licensed or certified entity both prior to and after
the transaction, including a description of the applicant's
organizational structure with a fisting of controlling or subsidiary
persons.

1130.520(b)}{1)(F) - Fair market value of assets to be
transferred.

1130.520(b)(1X(G) - The purchase price or other forms of
consideration to be provided for those assets. [20 ILCS
3960/8.5(a)]

1130.520(b)(2) - Affirmation that any projects for which permits
have been issued have been completed or will be completed or
altered in accordance with the provisions of this Section

1130.520(b)(2) - If the ownership change is for a hospital,
affirmation that the facility will not adopt a more restrictive charity
care policy than the policy that was in effect one year prior to the
transaction. The hospital must provide affirmation that the
compliant charily care policy will remain in effect for a two-year

17




period following the change of ownership transaction

1130.520(b)(2) - A statement as to the anticipated benefits of X
the proposed changes in ownership to the community

1130.520(b)(2) - The anticipated or potential cost savings, if X
any, that will result for the community and the facility because of
the change in ownership,

1130.520(b)(2) - A description of the facility's quality X
improvement program mechanism that will be utilized to assure

quality control,

1130.520(b}{2) - A description of the selection process that the X
acquiring entity will use to select the facility's governing body;

1130.520(b)(2) - A statement that the applicant has prepared a X
written response addressing the review criteria contained in 77 1ll.
Adm. Code 1110.240 and that the response is available for public
review on the premises of the heaith care facility

1130.520(b)(2)- A description or summary of any proposed X
changes to the scope of services or levels of care currently
provided at the facility that are anticipated to occur within 24
months after acquisition.

Application for Change of Ownership Among Related Persons

When a change of ownership is among related persons, and there are no other changes being proposad
at the health care facifity that would otherwise require a permit or exemption under the Act, the appticant
shall submit an application consisting of a standard notice in a form set forth by the Board briefly
aexplaining the reasons for the proposed change of ownership. [20 ILCS 3960/8.5(a))

| APPEND DOCUMENTATION AS ATTACHMENT 15, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
'PAGE OF THE APPLICATION FORM. ‘ :

18




SECTION VIIL. 1120.140 - ECONOMIC FEASIBILITY

This section is applicable to all projects subject to Part 1120.

A. Reasonableness of Financing Amrangements — N/A as this application requests a certificate
of exemption for a Change in Ownership Among Related Persons and involves no project cost.

The applicant shall document the reasonableness of financing arrangements by
submitting a notarized statement signed by an authorized representative that attests to
one of the following:

1) That the total estimated project costs and related costs will be funded in totat with
cash and equivalents, including investment securities, unrestricted funds,
received pledge receipts and funded depreciation; or

2) That the total estimated project costs and related costs will be funded in total or
in part by borrowing because:

A) A portion or all of the cash and equivalents must be retained in the
balance sheet asset accounts in order to maintain a current ratio of at
least 2.0 times for hospitals and 1.5 times for all other facilities; or

B) Barrowing is less costly than the liquidation of existing investments, and
the existing investments being retained may be converted to cash or
used to retire debt within a 60-day period.

B. Conditions of Debt Financing

This criterion is applicable only to projects that involve debt financing. The applicant shall
document that the conditions of debt financing are reascnable by submitting a notarized
statement signed by an authorized representative that attests to the following, as
applicable:

1) That the selected form of debt financing for the project will be at the lowest net
cost available;
2) That the selected form of debt financing will not be at the lowest net cost

available, but is more advantageous due to such terms as prepayment privileges,
no required mortgage, access to additional indebtedness, term {years), financing
costs and other factors,

3) That the project involves (in total or in part) the leasing of equipment or facilities
and that the expenses incurred with leasing a facility or equipment are less costly
than constructing a new facility or purchasing new equipment.

C. Reasonableness of Project and Related Costs - N/A as this application requests a certificate
of exemption for a Change in Ownership Among Related Persons and involves no project cost

Read the criterion and provide the following:

1.

Identify each department or area impacted by the proposed project and provide a cost
and square footage allocation for new construction and/or modemization using the
following format (insert after this page).
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COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE

A B c D E F G H
Department Total
(list below) | Cost/Square Foot Gross Sq. Ft. | Gross Sq. Ft. | Const. § | Mod. $ Cost
New viod. New Mod. (Ax Q) (BXE) | (G+H)
Cire.” Circ.*

Contingency

TOTALS

*Include the percentage (%) of space for circulation

D. Projected Operating Costs - N/A as this application requests a certificate of exemption for a

Change in Ownership Among Related Persons and_involves no project cost,

The applicant shall provide the projected direct annual operaling costs (in current dollars per
equivalent patient day or unit of service) for the first full fiscal year at target utilization but no
more than two years following project completion. Direct cost means the fully altocated costs of
salaries, benefits and supplies for the service.

Total Effect of the Project on Capital Costs - N/A as this application requests a certificate of
exemption for @ Change in Ownership Among Related Persons and invoives no project cost.

The applicant shall provide the total projected annual capital costs (in current dollars per
equivalent patient day) for the first full fiscal year at target utifization but no more than two years
following project completion.

.. APPEND DOCUNMENTATION AS' A_TTACHMENT‘19;IN’NUMERFQ SEQUENTIAL ORDER AFTER THE LAST:PAGE OF THE " -

- APPLICATION FORN. .

T lam oL L e N . . cou A 2 P L LA
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SECTION X. CHARITY CARE INFORMATION (CHOW ONLY)

Charity Care information MUST be furnished for ALL projects [1120.20{(c)].

1. All applicants and co-applicants shall indicate the amount of charity care for the latest three
audited fiscal years, the cost of charity care and the ratio of that charity care cost to net patient
revenue.

2. If the applicant owns or operates one or more facilities, the reporting shall be for each individual

facility located in Illinois. If charity care costs are reported on a consolidated basis, the applicant
shall provide documentation as to the cost of charity care; the ratio of that charity care to the net
patient revenue for the consolidated financial statement; the allocation of charity care costs; and
the ratio of charity care cost to net patient revenue for the facility under review.

3. If the applicant is not an existing facility, it shall submit the facility’s projected patient mix by payer
source, anticipated charity care expense and projected ratio of charity care to net patient revenue
by the end of its second year of operation.

Charity care™ means care provided by a health care facility for which the provider does not expect
to receive payment from the patient or a third-party payer (20 ILCS 3960/3). Charity Care must be
provided at cost.

A table in the following format must be provided for all facllities as part of Attachment 41,

CHARITY CARE
Year Year Year

Net Patient Revenue
Amount of Charity Care
{charges) ‘
Cost of Charity Care

e = =73 e —— T T e
" . v

' ABPEND DOCUMENTATION AS ATTACHMENT 21, 1N NUMERIC SEGUERTIAL ORDER ARTER THE LAST BAGE OF THE
APPLICATIONFORM, .7~ 0 ’ | S : .
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ATTACHMENT 1

Section | -Certificates of Good Standing
Certificates of good standing for the following entities are attached:
Midwest Medical Foundation: an lllinois not-for-profit corporation.

Midwest Medical Center: an Ilinois not-for-profit corporation.

MMC Health System: an lllinois not-for-profit corporation.
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File Number 6467-284-3

AP @8

1, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that

MIDWEST MEDICAL FOUNDATION, A DOMESTIC CORPORATION, INCORPORATED
UNDER THE LAWS OF THIS STATE ON JANUARY 25, 2006, APPEARS TO HAVE
COMPLIED WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT
CORPORATION ACT OF THIS STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS
A DOMESTIC CORPORATION IN THE STATE OF ILLINOIS.

In Testimony Whereof, I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this  218T
day of AUGUST AD. 2017

3 Q. e a2 .
Id
Authentication #: 1723301536 verllable unill 0672172018 Q-M m

Authenticata at: hitp:iwww.cyberdiivellinais.com

SECRETARY OF STATE
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File Numbeyr 6467-283-5

ARSI S,
oz b TV

To all to whom these Presents Shall Come, Greeting:

1, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services, I certify that

MIDWEST MEDICAL CENTER, A DOMESTIC CORPORATION, INCORPORATED UNDER
THE LAWS OF THIS STATE ON JANUARY 25, 2006, APPEARS TO HAVE COMPLIED WITH
ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT OF THIS
STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS A DOMESTIC CORPORATION

IN THE STATE OF ILLINOIS.

In Testimony Whereof, I hereto set

my hand and cayse to be affixed the Great Seal of
the State of Illinois, this  21ST

day of AUGUST AD. 2017

‘::L-‘_:,’:'_','E‘ ..“
et
»
Aufhentication #: 1723301524 vailable unil 08/21/2018 M

Authenticate at; hitpifwwe. cybordriveNinols.com

SECRETARY OF STATE

24
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File Number 6464-200-6

3
et

To all to whom these Presents Shall Come, Greeting:

1, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that
MMC HEALTH SYSTEM, A DOMESTIC CORPORATION, INCORPORATED UNDER THE
LAWS OF THIS STATE ON JANUARY 25, 2006, APPEARS TO HAVE COMPLIED WITH ALL
THE PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT OF THIS
STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS A DOMESTIC CORPORATION
IN THE STATE OF ILLINOIS.

InTestimony Whereof, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 21ST

dayof AUGUST A.D. 2017 .

3 e
N (] i
RS so 1028
x ’
Authentloation #: 1723301686 veriflabte unlll 03/21/2018 M

Aulhenticate ol: hitp:fwww.cyberdivelllinols.com

BECRETARY OF STATE

|
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ATTACHMENT 2

Section I - Site Ownership

There is no change in site ownership. Attached is a copy of the Warranty Deed conveying ownership of
the site to Midwest Medical Center.
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328766
JO DAVIESS GOUNTY RECORDER
STATE OF ILLINOIS

Mﬁ’fﬂé&%’%@q‘ﬂ )

Ranatal Houslng ayppor Program

PREFARED BY:
Vincent & Roth P.C.
Main & Perry Streets
Galang, |1 61036

MAIL TAX BILL TO: :
Midwest Reglonal Medical Cenler Pald
215 Summit Street : B10 Stete S P

Galeng, IL 61036 [

MAIL RECORDED DEED 7O: i

Midwest Regianal Medicai Center

215 Surnlt Strest

Galena, IL 61036

WARRANTY DEED
Stafutery (Hlinals)
THE GRANTORS, J Eri¢ Binsweller and Kurt D Binsweller, o5 Tenants in Coramon, and niot 8s Joint Tenents with right of
Jo Daviess end State af IWiinois, for end in coesideration of Ten Dollam ($10.00)

survivership, both of the City of Galeng, County of
and other good and valugble considerations, i trand pald, CONVEY AND WARRANT o MIDWEST REGIONAL MEDICAL
CENTER, an Tliinols not-for-profit corporation, of 215 Surmlt Street, Oalens, T 61036, 21l right, titls, and Interest In the
following described real estate situgted In the County of JO DAVIESS, State of [ilinols, to wit:

Rangs | West of the Fourth Principal Meridien, Jo

Part of the Southeest end Southwast Quarters ofSection 2, Township 28 North,
Daviass County, Ilfinols, moro particularly described as Dilows: Baginning at & hex bolt faund in concrete a the South Quarler
Comer of Section 2, Township 28 North, Range 1 Wast of the Fourth Principal Meridien, Jo Daviess County, lliinals; thence Horth
87 degrees 30 minutes 49 seconds West along the South live of the Southwest Quarter of said Section 2, & distance of 985.07 fest lo
an {ron rod survey monument sct in-Norrls Lang over the center of an existlng N i
mimtes |8 seconds West along caid ditch Ting, & distance 0f 160.48 feet; thenos North 20 degrees 04 minutes
said ditch, a distance of 249.38 fect; thence North 3 degrees i
4] seoonds West along said diteh, a distance of 11 1,10 fest; thenee North 37 degrees 31 minates 30 seconds East along said ditch, &
distance 0f95.72 feex; thence North 20 degroes 45 mimates 17 seconds Bast along said ditch, a distance of |38.77 fect; thence North
27 degrees 51 minutes 05 seconds Eest along sald ditch, & distanee of 158.58 feat; thence North 15 degrees 25 mitwes 06 seconds
East sloag said ditch, 96.18 feet to an lron rad sorvey moyument set nn tha Norih ling of the South Half of sald Souttwest Quarter of
fort to an iron red sarvey

Section 2; thencs South 37 deprees 26 minutes 10 sceoods East aloog safd Nogth lins, 5 distance of 64927
monumeat found at of Section 2; thencs South 87 dugrees 30

rinutes 08 seconds Best aloag the North fine nfthe South Helf of the Southeast Quarter nf said Seotion 2, o distance of92.64 feet to
the centeriins of US Highway 20: thence South 5 degrees 54 minutes 48 seconds Bast along said centerting, 2 distance of 1395.13
fett to the South linc of seld Southeast Quarter uf Saction 2; thenes North 6 degress 55 minuies 47 scconds West, & distance of
465.66 foet jo tha polnt of beginniog, containing 3 4,440 acres, moro ar less, all aituated o Jo Daviess County, IMinois.

Pesmanent Index Nutnher(s): Split of 43+ 13-000-036-00
Property Address: Route 20 West, Qalens, 1L 51035

Subject, howevar, to the general laxed for the year of 2005 and the!
applicabie zoning laws, ordinaness, and regutetiens of record.

Hercby teleasing and waiving el rights under and hy virtua of the Homestead
Dated tils -4l Doy of June 20 06 i
Y Erlc Binsweiler

40 DAVIESS COUNTY, ILLINOIS % = = ' /.
. ¥urt D Binsweiler

Real Estato T far Tax

reafier, end &l instruments, cavenants, restrictions, conditions,

Exemplious Laws of the State of Titinois.

§ Y
26¢ por $500 conaldeiotion
Wwamnty Desd: Pege 19i2

EOR USEN; ALL BTATES

TG FQRM 406T-R
& ATG |REV. 872}

Exhibit B
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Waranty Deed - Continued
STATEOF JLLINQIS )

) S8
)

SOUNTY OF JODAVIESS
1, the undersigned,

sct, for the uses end purposes

Exempt under the provislons of paragreph

& Notary Public in and for safd County,

Kurt D Binsweiler, persenally kmown to me fo be the same
before me this dsy in person, and acknowlcdged thet they si
therein set forth, including the

Given under my hand and notasial seal, this

persons

gned, 5

relezse

28

1n the State aforesald, do hereby

whose
raled and debi
and walver of the ri

ivered the said Instrument, as theit free
ght of komestend,

_ AP sy ot

My commission Sxpurd A _

My Commission Exp. 07,
brrarh sty A

certiy that ] Bri¢ Einsweilor and

names ars subseribed 10 the foregoing instrument, nppeared
and voluntary

SOFFICIAL SEAL’

Mary O. Jobgen
Hotary Public, State of Tiiinols
12007

Warranty Deed: Papa2of2
FORUSE Gk ALL STRTES
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ATTACHMENT 3

Section ] — Operating Identity/Licensee

Midwest Medical Center: an Iliinois not-for-profit corporation, is the owner and operator of a ficensed
critical access hospital, two rural health clinics {(Midwest Health Clinic and Midwest Health Clinic of
Elizabeth), a 24-apartment assisted living center (Galena-Stauss Assisting Living), a 57-bed intermediate
care skilled nursing facility (Galena-Stauss Nursing Care Center) and an adult day care center. Midwest
Medical Center will remain the owner and operator of such facilities following the transaction. A copy of
the Midwest Medical Center lllinois Certificate of Good Standing is attached.
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File Number 6467-283-5

To all to whom these Presents Shall Come, Greeting: 3

1, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services, I certify that

MIDWEST MEDICAL CENTER, A DOMESTIC CORPORATION, INCORPORATED UNDER

THE LAWS OF THIS STATE ON JANUARY 25, 2006, APPEARS TO HAVE COMPLIED WITH
ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT OF THIS
STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS A DOMESTIC CORPORATION

IN THE STATE OF ILLINCIS.

InTestimony Whereof, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 21ST

day of AUGUST AD. 2017

S e '
v ’
Authontication #: 1723301624 verfiable unfil 0B/21/2018 M,e/

Authenticate at: hitp:www.cybardrivellinals.com
SECRETARY OF STATE
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ATTACHMENT 4

Section | - Organjzational Relationship

An organizational chart showing the current organizational structure of Midwest Medical Center, along
with the post-closing organizational structure, is set forth below.

Pre-Closing Structure

MMC Heaith
System

/ AN

Midwest Midwest
Medical Medical
Foundation Center

Post-Closing Structure

Midwest |
Medical |
Foundation

Midwest
Medical

Center

Under the proposed Change of Ownership Among Related Persons transaction, MMC Health System will
dissolve and Midwest Medical Foundation will become the sole member of Midwest Medical Center.
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ATTACHMENT 5

By their signature on the certification page for this application, the applicants certify that the hospital and
other health care facilities located at One Medical Center Drive, Galena, lllinois are not located in a
special flood hazard area and this project complies with the requirements of the Flood Plain Rule under
Hlinois Executive Order #2006-5.
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ATTACHMENT 6

The proposed project does not involve or include the demolition of any structures; the construction of any
new building; or the modernization of any existing buildings and will not affect historic resources.
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ATTACHMENT 11

Section Il - Background of the Applicant

1.

A listing of all health care Jacilities owned or operated by the applicant, including
licensing, and certification if applicable.

Midwest Medical Center, an lllinois not-for-profit corporation, and an applicant hereto, owns the
following heaith care facilities:

Midwest Medical Center, a licensed critical access hospitai

Midwest Health Clinic, a rural health clinic

Midwest Health Clinic of Elizabeth, a rural health clinic

Galena-Stauss Senior Care Community, consisting of:
Galena-Stauss Assisted Living, a 24-apartment assisted living center
Galena-Stauss Nursing Care Center, a 57-bed licensed skilled nursing facility

An adult day care center
Licensure and certifications of the above-listed facilities are attached.

Neither Midwest Medical Foundation nor MMC Health System own or operate any health care
facilities.

A certlfied listing of any adverse action taken against any facility owned and/or operated
py the applicant during the three years prior to the filing of the application.

By their signatures on the Certification pages to this application, each of the applicants attest that
no adverse action has been taken against any facility owned and/or operated by them during the

three years prior to the filing of this application.

Authorization permitting HESRB and DPH access to any documents necessary to verify
the information submitted,_including, but not limited to: _official records of DPH or other

State agencies: the licensing or certification records of pther states, when applicable; and

the records of nationally recognized accreditation organizations. Failure to provide such
authorization shall constitute an_abandonment or withdrawal of the application without

any further action by HFSRB.

By their signatures to the Certification pages to this application, each of the applicants authorize
the HFSRB and DPH to access any documents necessary to verify the information submitted,
inciuding, but not limited to: (i) official records of DPH or other State agencies; {ii) the licensing or
certification records of other states, when applicable; and (jii) the records of nationally recognized

accrediting organizations.

If, during a given calendar year, an applicant submits more than one application for permit,
the documentation provided with the prior applications may be utilized to fulfill the
information requirements of this_criterion. In such instances, the applicant shall attest
that the information was previously provided, cite the project number of the prior
application, and certify that no changes have occurred regarding the information that has
been previously provided. The applicant is able to submit amendments to previously
submitted information, as needed, to update and/or clarify data.

N/A — no other applications for permit have been submitted by any of the applicants in this
calendar year.
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st DIBPLAT THIS PART IN A
CONSPICUOUS PLACC

e m-,-.ue"::é'.%i?w

Exp. Data 121412017
Llc Numbear acas4ss

Date Printed 10/26/2016

" Migveest Madls
o:—.wmedlcsn
o Ga‘lenza. IL

-"-H' S

%taf.mrl &

Aot

Midwast Medioal Cantar

One Medloal Center Drive
- Galens, 1L 81036

"Ew AECEIRT NO.
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https:/fwww.deadiversion.usdoj. gov/webif: ormns/printCertlmage.do
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CLINICAL LABORATORY IMPROVEMENT AMENDMENTS
CERTIFICATE OF ACCREDITATION

LANORATORY MAME AND ADDRESS CLIA ID MNUMBLER
MIDWEST MEDICAL CENTER : 1400420720
OMNE MEQICAL CENTER ODRIVE .

GALENA, L §1033 . EFFECTIVE DATE
Qs/18/2016
LANORATORY DIRECTOR EXDIRATION DATE
ANDREW VANDERHEY:DEN M.D, asM 72018
Puruant te Gectlan 353 of tha Public Health Suodoes Are (42 US.C. 263a) ax oo by e Clinlcul Lab n A LGLTAY,
s above named lab Focated a1 the el h frarpmns (anll b mppprereed § ) sy thi
v
4 4 or other sencd ons

. prrp r
“This csrdRenra aball ba vald wundl che Lrncle n date wbove bud e sulsject to
Cor Viatadan = i A mr the mgaiadans g Fomted b 4.

. ﬁ‘::h v ng Dlrettar -
Diwtvie. Bacsiony Sarvicas
Susvay and Cartification Group
orrams e e s & snsmeriare w1 PG . Coantar for Clinfosl Statdurds and Qualfy
» 0
- o 3
& =

403  Cenaz 037497

IF yora 1y bold a Cartlf af Compli ar Cartlficare of Accradiratian, below ia a Hat oF tho Jahoratonye
apecialicifsubrpocinittos you wrc corelficd te perferm and thele sffaceive duata
LAD CERTIPICATION [CODE LARCERTIFICATION (CODI EPPECTIVE DATER
BACTERIOLOMY (110} 08182012
OEMNERAL FMMUNCOLOSTY (220} ashieizo12
RQUTINE CHEMISTRY. (310) ONTB2012
LIRENALY 315 (320} aisearz
ENDDCRINCLOOY {330} 091872012
TOXICOLOGY (I40) ao/1BR0IT
HEMATOLOGY (4048) H oRiMaf2012
ABC & RH OROUF (g10) oBBRGIZ
ANTIBODY TRANSFUSION (820) oONBREOIR
ANTIBODY NOM-TRANSFUSION (330) opMazaIz
COMPATIBILIT Y TESYTING (880} oS16r2012

FOR MORE INPORMATION AROLUT LA, VISIT OUR WERSITE AT WWWW.CMS. GOV/CLLA
Ok CONTACT YO UR LOCAL STATE AGENCY. PLEASE SEE THE REVERSE FOIL
F¥OUIA STATE AGENCY'S ADDAESS AND FHEHONE NUMBRTUL
PLOASE COMNTACT YOUR STATE AGENCY MO ANY CHANGES TO YOUR CURNRENT CERTIFICATE.
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Americarn Qollege of gRghinlngg

Mar'xﬁ’nographic Imaging Services of
l\/.l'_ldwest Mediqal Center

One Medjcnl Cir Dr
Galena, Dlinois 61036
. were surveyed by the
Committee on Mammography Accreditation of the
Commission on Qual‘ity and Safc:l}r
The ﬁ)]lowxng 1mxt was approved

General Electric Co. lg_:GE Medfg SKstems) SEN OGRAPI—IE

) Accrechted ﬁ'om
- June 12, 2015 through June 12,2018
'”Wi%;?«mm- wags . “Thad H %&ogwgﬁi)

CHARMAN, COMMITTER O : . PRESIDENT, AMERICAN COLLEGE OF
MANMMUOGRAPHY ACCREDITATION : RADIOLOGY

MADY 0TI
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STATE OF ILLINOIS
Iiinois Emergency Management Agency

This cextifies that

Midwest Medical Center
One Medical Ctr Dr
Galena, IL. 61036-1697

has complied with the requirements of the Mammography Qnality Standards
Act of 1992 and is hereby authorized to perform mammography examinations
pursuant to 32 Illincls Administrative Code 370 and 42 1.8.C. 263b.

ACCREDITATION BODY:  Amerlcan College of Radiclogy FaCLITY 10 umper: 113563
1891 Preston White Drive EXPIRATION DATE:  §M{2/2018
Reston, YA 22091
703/643-8980

qr [}

i o]
he Accedltation Bady or

Bruce Rauner, Governor Reglstroton & Certification
Illinofs Emergency Monagement Agency
1035 Oater Park Drive
Joseph Xinger, Assistant Director Springfeld, Dlinois 62704
217/785-4913

21'782-60123 (TDD}

CONTRPL NUMBER: 36-03857

‘i‘

s
SR G
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et Agsnriafion fut ﬁmeht{'af b

ol Mul&fﬂlﬂ Surgery Haril tfwz Jue ot

Presents this certificate fo

for having met the stendards sef by the Amerfean Association for Accreditetfon of Ambulatory
Surgery Faclilties, tno. Medicare Program for Rural Heaith Clinlcs
i

Rural Health Clinic Accreditation

AAAASF Prosident
David 0. Wails, MD _@:%

Seearefony/Tmasurar - )
Mmb‘tg/{/ﬁw/ N

Lawranse S, Rood, MD =<

Coriffod from ¥/ABIINAT in THE/2048

Corfification Numbar 0228
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T :217-7821-0382 # 15/ 2

108 20AM;

“ 7 ptdwestorn Consariiura Wy

Divigton of Burvey and Cortiflleation

CMBE Cerdfication Nomber (CCHN): 14-8511

Febhruary 18, 2011
(Via Certiflad Mait)

Kerl Coannor

FPruetice Mansgnr
Midwaose Health Chinlc
Ono Medical Center Prive
Oalens, LUlinois §L036

Dear Ms. Conner:

The Centes for Medicara & Maedicald Servioss (CMS) has u.ce'cmed vour request fbr
pardaipation % & provider-based rural health elinie In the Medicare program (Titie XCVIIT of 1he
Sacinl Snouxity Actl)., Your cffective date of partinipation is Dacember 9, 2010,

¥our Maticnal Provider Idantifier QNP is your prim identiflcr far all health Ingurnnce billing,
The INP{ should be antarod on all faorms and corresspondancs ralating to tho Medicare progmm, In
sddition, you have heen assignod the CME Certifioation N b CChy ek abowva; pleag
provide it when nontoetdng this office, when contacting the MIlincis Dopartmnent of Public Heslth

* {IDPi), or any tmo it e roquested.
NMutdonn) Gavernment Servicea has been autharized to sorve mo your fizcal Intermaediary. Any

blll: pmvlounly submiread l'or Madlem Pﬂﬂ B relmbursament for cervices after tho affeotive date
as o nurel b h olinle d nat bo teed 1o your Ianmediary,

When you make gencrel Inquirfes o your fizesl intermediory (1) and/or McdiCare
Adminisumtive Conmacter (vLAC), you wiii ba prompred to give either your provider transsat{on
acccas number (PTAN) or QCCN, Those jdentification numbers are ustd as authonticatien
claments when Inquirdng sbouc benerciuy- and cladm-specifie informatinn, When prompicd fer
your PTAN, pive your CCN. Plessn note that the processing tima of yeur Moedlcans approval for
billing may take sovers] weaks aftor your recelpt of thic notiee of approvai. Forguostions rclated
1o bililng. please contaxt Naulonnl Qovemment Sorvicos dirootly.
Y;:gganlnip-ﬁo:u az a RHC under the Mcdltws program will also be nccepted ac corificadion as
under the Madicald progﬂm g you nead information ohout payment for REC scrvices
under the Simce pian far P the Iifnofe Department Haalthoore ond

Family Servitcs.

232 North Mithipan Avcnuc Richurd noulnll’tdeml BulMlny
Bulie 500 601 Easgt | 2™ Eerect, Ronm 25
Chieago, tlinals 60604 -55 19 oy, .
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02-08-10; 08! 26AM;

i217-782-0382

Page 2
Kerl connor

The IDPH has advised you of cortain deficicnoies which were noted dudng the sucvay of yoor
ruml henlth elinfc. Wn have reviewsd yeur written plnn for comgedng the deficicncies and hove
dotcrm ined that your plan {3 acceptable. Wo oxpect that you will sommect tho deficioncics within
the dma framos cpecifled in your plan of commecton. The IDPE will vorfy cormmection of the

deficiencics.,

If you are dissodsfied with the sffectiva dote of Modicnre pnrrtclpa:!on lndluamd above, yoo may
requent that the detormination ef thae' effective date be Tha must bo
submitted {n writing to thia offico within 60 days of the date you rcocive this notide. Thi veguest
far reconsiderstion muat state the ixsucs or the findings of fect with which you disagres ond the

s fior disag: .

Reguiationz nt 42 CPR 482.18 muquiva cthat providers notfy CME when thore §a a changs of
ownership. Thermforo, you must notlfy this offica promptly if thero Is a change In your Jegsl
teatue as owner of this faciltty. You should raport to the IDPH any changes In stelfing, services,
or erganization which might affaot your certificatien status.

Wo weloome your porticlpation and look forward o working with yau In tho adminlstradon of
the Medicare progeam. If you have eny questions nbout chiz Ictter, pioase contaot Stophanie
¥arocl ot (312) 3532508,

- Sincaraly,

faf
el Le-YXuen
Princlpal Program Ropresentatve
MNnn-Long Term Care Cenilfiostion
& Haforcement Branch

on: IMincis Dopertmont ¢f Pubilc Health
Ilincis Depanment of Haolthoare and FPamily S8crvices
Matlonal Govermnmment Servicce
INlInois Foundation far Qualicy Honlth Caro
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Departmeni of Public Health

[LICENSE, PERMIT, CERTIFICATION, REGISTRAT!OLH

fim thot whore ABMe APoeart on this cerilficete has compled with thy
5 o thee rllnw summor ndn and regulations 204 1 heseby suthorined 1o
engrk I the wetidiy u ndiiated below.

HIRAY D. SHAH, M.D., J.D.  Jusdwdeesdbotyol
DIRECTOR Cepartmant al Fubtlc Heakh
TRy
13/05/2019 0049718

LOWY YRRM CARE LICENBE CATEGORY EGRE
SRIIIED 37

ONRESTRICTED 57 TOTAL PEDS
BUSIHESS ADDRESS
LICKNSES

MIDMEST MEBDTCAL CRNTER

GALERA STAUSS NURSINO HOME

215 SUMMIT STREET

GALERA IL 61036
BPFECTIVE DATE: 12/05/16
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ATTACHMENT 15

Section V — Change of Ownership

1.

10.

,,—a

1130.250(b){1)(A), Names of the Parties: The applicants are: (1) Midwest Medical Foundation,
an [linois not-for-profit corporation; (2) Midwest Medical Center, an lllinois not-for-profit
corporation; and (3) MMC Health System, an lllincis not-for-profit corporation.

1130.250(b){1)(B), Background of the Parties: Each of the applicants, by their signatures fo
the Certification pages of this application, attest that no adverse action has been taken against
the applicant by the federal government, licensing or certifying bodies, or any other agency of the
State of lilincis against any health care facility owned or operated by the applicant, directly or
indirectly, within three years preceding the filing of this application.

1130.250(b)(1)(C), Structure of the Transaction: This is a Change of Ownership Among
Related Persons. Midwest Medical Foundation will become the sole member of Midwest Medical

Center; MMC Health System will thereafter dissolve.

1130.250(b){1)(D), Name of Licensed Entity after Transaction: There is no change, as
Midwest Medical Center will be the licensed entity after the transaction.

1130.250(b){(1}(E), List of the ownership or membership interests in such licensed or
certified entity both prior to and after the transaction, including a description of the
applicant's organlzational structure with a listing of controlling or subsidiary persons:
MMC Health System is currently the sole member of Midwest Medical Foundation and of Midwest
Medical Center, the licensed entity. Following the transaction, Midwest Medical Foundation, an
Iltinois not-for-profit corporation, will be the sole member of Midwest Medical Center; MMC Health
System (which has no assets and no liabilities) will thereafter dissoive.

1130.250(b)(1)(F), Fair market value of assets to be transferred: The fair market value of the
assets to be transferred is $46,100,000.

1130.250(b){1)(G), Purchase Price of Other Forms of Consideration to be Provided: As an
internal reorganization among related persons, there is no consideration being provided as part of
this transaction other than a commitment by Midwest Medical Foundation to retire the existed
indebtedness and obtain a new loan through the USDA Rural Development Community Facilities

Loan Program.

1130.250(b)(2), Affirmations: In accordance with 77 Ii. Admn. Code 1130.620, each of the
applicants affirm that any project for which permits have been issued have been completed or will
be completed or aitered in accordance with the provisions of this Section.

1130.250(b})(2), If the ownership change is for a hospital, affirmation that the facility will not
adopt a more restrictive charity care policy than the policy that was in effect one year prior
to the transaction. The hospital must provide affirmation that the compliant charity care
policy will remain in effect for a two-year period following the change of ownership
transaction: Midwest Medical Center, as the only applicant that owns and/or operates one or
more health care facilities, including a licensed critical access hospital, affirms that it will not
adopt a more restrictive charity care policy than the policy that was in effect one year prior to the
transaction, and further affirms that the compliant charity care policy wiil remain in effect for a
two-year period following the change of ownership transaction.

1130.250({b)(2), A statement as to the anticipated benefits of the proposed changes in
ownership to the community: The proposed changes in ownership will benefit the community
by enabling Midwest Medical Foundation, as the sole member of Midwest Medical Cenfer, to
obtain funds through the USDA Rural Development Community Facilities Loan Program. The
funds obtained through this program will be used, in par, to finance the costs of construction of
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1.

12,

13.

14,

15.

an additional roadfentrance to the Midwest Medical Center campus, which will provide safer
access by the community to the Midwest Medical Center facilities. The funds obtained through
this program will also be used to retire existing bonded indebtedness of MMC Heaith System,
Midwest Medical Foundation and Midwest Medical Center, which will enhance the financial
performance and sustainability of Midwest Medical Center and, in turn, will ensure the community
has continued access to care provided by the hospitai and other health care facilities owned and

operated by Midwest Medicai Center.

1130.250(b)(2), The anticipated or potential cost savings, if any, that will result for the
community and the facility because of the change in ownership: The use of funds for
retirement of the existing bonded indebtedness will resuit in cost savings to Midwest Medical

Center of approximately $700,000 per vear.

1130.250(b){2}, A description of the facility's quality improvement program mechanism that
will be utilized to assure quality control: In order to ensure that quaiity is provided, Midwest
Medical Center has an ongoing Quality Improvement (QI) program, the purpose of which is to
ensure that the governing body, medical staff and professional service staff demonstrate a
consistent endeavor to deliver safe, effective, optimal patient care and services in an environment
of minimal risk. The organizational QI program consists of these focus components: performance
improvement, patient safety, quality assessment/improvement and quality control activities.
Indicators of key processes and outcomes of care are designed, measured and assessed by all
appropriate departments/services and disciplipes of Midwest Medical Center.

1130.250{b)(2), A description of the selection process that the acquiring entity will use to
select the facllity’'s governing body: There will be no change in the composition of or the
process for selecting the governing body of Midwest Medical Center.

1130.250(b})(2), Statement that the applicant has prepared a written response addressing
the review criteria contained in 77 Wl. Adm. Code 1110.240 and that the response is
available for public review on the premises of the health care facility: The appiicanis have
prepared a joint written response addressing the review criteria contained in 77 ill. Adm. Code
1110.240, that will be available for public review on the premises of Midwest Medical Center.

1130.250(b}(2), A description or summary of any proposed changes to the scope of
services or levels of care currently provided at the facillty that are anticipated to occur
within 24 months after acquisition: There are no proposed changes to the scope of services
or levels of care currently provided at the hospital and related heaith care facilities owned and
operated by Midwest Medical Center that are anticipated to occur within 24 months as a result of

the transaction.
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ATTACHMENT 19

Section VIl = Economic Feasibility

B. Conditions of Debt Financing

Please see attached notarized statement.
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I, Tracy Bauer, Chief Executive Officer of Midwest Medical Center, Midwest Medical Foundation and
MMC Health System, hereby issue this statement on behalf of Midwest Medical Center, Midwest Medical
Foundation and MMC Health System, each applicants to the Application for Exemption Permit, in
furtherance of and pursuant to Section VHII(B) of such Application.

Midwest Medical Foundation is seeking funds through the USDA Rural Development Community
Facilites Loan Program, which will allow the refinance of existing bonded indebtedness of Midwest
Medical Center, Midwest Medical Foundation and MMC Health System. This form of debt financing will
be at the lowest net cost available to the applicants.

Fioey, P foms 5.3/ /7

Tracy Bauer Date
Chief Executive Officer

STATE OF ILLINOIS )
) s8.
Caunty of Jo Daviess )

I the undersigned, a Notary Public, in and for said County and State aforesaid, do hereby certify that
Tracy Bauer, personaliy known to me to be the Chief Executive Officer of Midwest Medical Center,
Midwest Medical Foundation and MMC Health System, each Illinois not-for-profit corporations, and
personally known to me to be the same person whose name is subscribed to the foregoing instrument,
appeared before me this day in person and severally acknowledged that as such she has signed and
delivered the said instrument as her free and voluntary act, and as the free and voluntary act and deed of
the corporations for the uses and purposes therein set forth.

21 5%
Given under my hand and Notarial Sea! this Z" day of A’V\%VLQ-}— , 2017.

KM&ZW\ D

Ndtary Public” '

OFFICIAL SEAL

KRISTEN PATTERSON
NOTARY f_’UBLlC, STATE OF ILLINOIS
My Commission Expires Qct 20, 2019
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ATTACHMENT 21

Section X — Charity Care Information

Midwest Medical Center is the only applicant that owns and/or operates one or more health care facilities.

The table below contains the relevant charity care information for the hospital and other health care
facilities owned and operated by Midwest Medical Center:

CHARITY CARE
2014 2015 2016
Net Patient Revenue $17,971,201 | $19.411,684 | $21,319,185
Amount of Charity Care (charges) | $ 202480 [§ 145120|% 119,655
Cost of Charity Care $ 147000 % 107,000( % 85,000
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After paginating the entire completed application indicate, in the chart below, the page
numbers for the included attachments:

NO.

ATTACHMENT

INDEX OF ATTACHMENTS

PAGES

Applicant Identification including Certificate of Good Standing

22

Site Ownership

o=

Persons with 5 percent or greater interest in the ficensee must be
identified with the % of ownership.

29

E-9

Organizational Relationships {Organizational Chart} Certificate of
Good Standing Efc.

31

Flood Plain Requirements

32

Historic Preservation Act Requirements

33

Project and Sources of Funds liemization

L |~|dM|

Financial Commitment Document if required

Cost Space Requirements

10

Discontinuation

Background of the Applicant

34

12

Purpose of the Project

13

Alternatives fo the Project

Service Specific:

14

Neonatal intensive Care Sernvices

15

Change of Ownership

45

Financia! and Economic Feasibility:

Availability of Funds

Financial Waiver

Financial Viability

Economic Feasbility

47

Safety Net Impact Statement

Charity Care Information

49
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